Introduction

3
While it is generally recognised that the treatment of both Borderline and Dissocial
4
Personality Disorder (BPD and DPD) is predominantly psychological, targeted drug 5 treatment of individual symptoms may be helpful for some patients (Cloninger, 1998) . Over In the UK, the rate of personality disorders is around 7% for patients in contact with The evidence for drug treatment of BPD and DPD in ID is limited to case reports or small 23 case series. Day (1988) reported a case series of twenty people with ID and personality 24 disorder with history of offending behaviour and showed that 70% were prescribed 25 psychotropic medication. (Day, 1988) Naik et al. (2002) noted that in their sample of adults 26 with ID and personality disorder, a third had co-morbid mental illnesses but 90% were 27 receiving psychotropic medication (Naik et al., 2002) . Mavromatis discussed the framework of five main symptom domains within personality disorders in ID.
32
Behaviour dyscontrol was present in 93%, affective dysregulation in 77%, self-injurious 33 behaviour in 52%, cognitive perceptual symptoms in 47% and anxiety in 33%. 82% of 34 subjects had features in ≥2 domains (Alexander et al., 2007) . (Tables 1 & 2 hospital she was initiated on olanzapine, with which she was non-compliant. She 97 continuously threatened to blow up the drug trolley and made statements of wanting to take 98 her life. She tried to strangle herself using a stereo cable and undergarments, cut her wrists 99 using pieces of broken CDs, head-butted windows and once put her foot under the wheel of a 100 car, causing soft tissue injury. She had also disclosed that she could feel a metal object being 101 inserted into her vagina by an old lady. She was then initiated on both zuclopenthixol 102 decanoate (depot antipsychotic) due to her non-compliance and paroxetine (antidepressant).
103
Towards the end of her stay in hospital, she became compliant with medications and was 104 reinstated on olanzapine. After she was discharged to live with her mother and stepfather, she 105 developed a relationship with a man and moved to her own flat, but this relationship lasted 106 for only 3 weeks and it subsequently became clear that she was not able to cope on her own.
107
She started drinking heavily and made threats to self-harm. In her last hospital stay she was initiated on clozapine, upon which she responded well. She 116 was eventually discharged with supervised community treatment aftercare provisions. She is 117 currently settled in her mental state and is functioning well with support in the community. Table 1 illustrates the presentation of any or all of the five symptom clusters and their 234 severity before starting clozapine in our patients. Table 2 shows the same clusters three years (Fleischhacker, 1992 
